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semi-prone position, there being no power of either pronation or supination. As a result of this incapacity she is unable to hold a spoon properly, but must hold it in baby fashion in order to bring it to the mouth. The cranium is normal and no other developmental defect is present. X-ray examination shows a right cranio-cleido dysostosis; the portions of the clavicle formed from the two primary ossification centres are both present, but are not united. The outer segment looks like a normal outer half placed the wrong way round. There appears to be a definite joint between the two portions. Bilateral radio-ulnar synostosis is present, the upper ends of, the radius and ulna being ankylosed. There is no definite radial head, the two bones being merely fused together in one mass. The lower ends of these bones are normal on both sides. A skiagram of the lumbar-sacral region reveals no abnormality which might account for the backache complained of.
As far as the patient is aware, there is no other developmental defect in the family.
Dr. PARKES WEBER remarked that in the present case the cranio-cleido-dysostosis was very incomplete; in fact, it was limited to one clavicle, though associated with various other congenital-developmental abnormalities.
Branchial Cyst.-ERIc A. CROOK, M.Ch. D. T., boy, aged 3i, has a swelling in the left side of the neck, behind tbe angle of the jaw. This swelling has been present since birth and has been noticed to vary in size from time to time.
It is in the position of the second branchial cleft, and it seems to move with the pharynx, and has a soft, semi-elastic feel. It does not show any signs of inflammation. I think it should not be operated on.
Mr. JAMES CARVER said he thought that this swelling was a nevolipoma. He had never seen a branchial cyst in a child under 15 years old; they usually manifested themselves between the ages of 15 and 25. This swelling was superficial to the deep fascia, had a bluish appearance, and became smaller on compression.
Hodgkin's Disease.-C. WORSTER-DROUGHT, M.D., and T. R. HILL, M.D. H. P., male, aged 28, first seen July, 1929, complaining of a firm, hemispherical swelling over the manubrium sterni for two months. This had been gradually enlarging. A small swelling had been present in left side of neck for more than two years. On admission: several hard gla1nds detected in left supraclavicular region. No enlargement of the spleen and, apart from sternal swelling and enlarged cervical glands, patient showed nothing abnormal.
Previous History.-Tuberculous glands removed from right side of neck in childhood (scar present).
Progress.-Bioscopy of gland removed from left side of neck showed "lymphoid tissue largely replaced by fibrous tissue. Eosinophil cells present in fair numbers. Occasional doubtful giant-cell. Section suggests lymph-adenoma but is not typical." Tissue from the sternal swelling showed chronic inflammation only. Blood-count, July 29, 1929: Hb. 74%; R.C.'s, 4,600,000; C.I., 0*8; no abnormal red-cells. W.C.'s: 22,100 per c.mm.; polys., 76%; lymphos., 16%; large monos., 5%; eos. 3%. Wassermann reaction, negative.
X-Ray examination of sternum, July 12, 1929: Sternum appears unaffected." In August, 1929, the patient developed diphtheria and for some months after recovery from this condition he remained a " carrier."
normal. Blood-pressure 155/75. Spleen not palpable; urine normal. No glands palpable in right axilla or in inguinal regions. An X-ray examination of sternum on May 1, 1930, showed " numerous enlargements in posterior mediastinum. Manubrium sterni shows great bone destruction and also irregular proliferation of new bone." Blood-count, May 13, 1930: Hb., 50%; R.C.'s, 3,800,000; C.I., 0-65; noabnormalredeells. W.C.'s: 47,000perc.mm.; polys.,84%; lymphos.8%; large monos., 5%; eos., 3%. Present conddition.-Mass extending from sternal end of left clavicle above to fifth rib below; laterally from just to right of sternum to within one and a half inches of left anterior axillary fold. Two more recent portions of swelling show softening and superficial reddening. Impaired resonance with diminished breath-sounds over right side of chest posteriorly, from just below spine of scapula downwards.
Enlarged glands on both sides of neck, in both axillte, and, to a slighter extent, in inguinal regions. X-ray examination, October 24, 1930 : " Shifting dullness in right side of chest through which a mass can be seen projecting from mediastinum to the right. Other smaller masses project to left." Spleen and liver edge impalpable. Blood-count, October 30, 1930: Hb., 60%; R.C.'s, 4,150,000; C.I., 0'72; no abnormal red cells. W.C.'s, 22,000; polys., 86%; lymphos., 7%; large monos., 3%; eos. 4%.
Commentary.--When first seen this patient presented some difficulty in diagnosis. He showed only the sternal swelling and one palpable gland in the neck. Microscopical sections of the swelling only revealed signs of chronic inflammation. The gland was suggestive, but not conclusive, of Hodgkin's disease, showing no definite giant cells. The diagnosis was alsocomplicated by the fact that tuberculous glands had been removed from the neck in childhood. The patient was treated with arsenic and deep X-ray applications; the latter appear to have produced softening in the sternal swelling, but the general condition has steadily deteriorated. Further groups of glands became enlarged and the diagnosis of Hodgkin's disease became more certain, being eventually proved by the microscopical examination of a further gland which showed typical lympho-adenomatous changes.
It was difficult to decide the site of origin of the sternal tumour. From the diffuse absorption of the manubrium as shown radiographically it was considered that the growth probably originated in the reticulo-endothelium of the sternal bone-marrow.
Generalized Osteo-chondritis.--By A. DICKSON WRIGHT, M.S., F.R.C.S. J. P., boy, aged 9 years 11 months. During the second year of his life he had been treated for " rickets " by complete immobilization on a board. He received further treatment at the age of 7, and by a famous bone-setter at the age of 8. The family history was entirely normal. The boy is an only child. He never suffered pain and the treatment was always for the deformity which is seen in fig. 1 . There is a lordosis of the lumbar region with a dorsal and cervical kyphosis, so that the head projects forward. The hips and knees are always flexed because there is a shortage of extension of 70°approximately in each hip-joint. The boy walks and runs well but in a crouching position as if chasing his centre of gravity. If the head is pushed back the knees have to be flexed still further because the spine is " poker " rigid and the hips are incapable of further extension. Skiagrams reveal abnormalities in practically every epiphysis of the body, and changes in other ossifying centres characteristic of the disease known variously as osteochondritis or osteochondropathy. The term dyschondroplasia or chondrodysplasia is sometimes applied to this disease, although used by Ollier to describe a different condition.
The following sites show the disease most distinctly (figs. 2 to 6): (1) Patelle (Larssen-Johansson disease); (2) tarsal scaphoid (Kohler's disease); (3) carpal
